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BEVERIDGE REPORT: A PLAN 
FOR SOCIAL SECURITY 


To help Study Groups we publish 
below those paragraphs from Sir 
William Beveridge’s report on Social 
Insurance and Allied Services with 
which they are most concerned. The 
figures in parentheses denote the para- 
graphs in the report from which the 
extracts have been taken. 


Guiding Principles (Paras. 6-10) 

1. Any proposals for the future, while 
they should use to the full the experi- 
ence gathered in the past, should not 
be restricted by consideration of sec- 
tional interests established in- the obtain- 
ing of that experience. 

2. Organization of social insurance 
should be treated as one part only of 
a comprehensive policy of social pro- 
gress. 

3. Social security must be achieved by 
co-operation between the State and the 
individual. 


Summary of Plan (Paras. 17-19) 

The main feature of the Plan for Social 
Security is a scheme of social insurance 
against interruption and destruction of 
earning power and for special expendi- 
ture arising at birth, marriage, or death. 
The scheme embodies six fundamental 
principles: flat rate of subsistence bene- 
fit; flat rate of contribution ; unification 
of administrative responsibility ; adequacy 
of benefit; comprehensiveness; and 
classification. 

The main provisions of the plan may 
be summarized as follows: 

The plan covers all citizens without 
upper income limit, but has regard to 
their different ways of life; it is a plan 
all-embracing in scope of persons and of 
needs, but is classified in application. 

In relation to social security the popu- 
lation falls into four main classes of 
working age and two others below and 
above working respectively, as 
follows: (1) employees—that is, persons 
whose normal occupation is employment 
under contract of service; (2) others 
gainfully occupied, including employers, 
traders, and independent workers of all 
kinds ; (3) housewives—that is, married 
women of working age; (4) others of 
working age not gainfully occupied ; 
(5) below working age ; (6) retired above 
working age. All classes will be covered 
for comprehensive medical treatment and 
rehabilitation. 

Every person in Class 1, 2, or 4 will 
pay a single security contribution by a 
stamp on a single insurance document 
each week or combination of weeks. In 
Class 1 the employer also will contribute. 

Medical treatment covering all require- 
ments will be provided for all citizens 
by a national health service organized 
under the health departments, and post- 
medical rehabilitation treatment will be 


provided for all persons capable of 
profiting by it. 

A Ministry of Social Security will be 
established, responsible for social insur- 
ance, national assistance and encourage- 
ment, and supervision of voluntary 
insurance, and will take over, so far as 
necessary for these purposes, the present 
work of other Government Departments 
and of Iocal authorities in these fields. 


Principal Changes Involved (Paras. 
30-32) 


All benefits will be obtainable by 
single weekly contribution on a single 
document. 

Unification of social insurance and 
assistance in respect of administration in 
a Ministry of Social Security with local 
security offices within reach of all insured 
persons. 

Supersession of the present system of 
approved societies giving unequal bene- 
fits for equal compulsory contributions. 

Supersession of the present scheme of 
workmen’s compensation, and inclusion 
of provision for industrial accident or 
disease within the unified social insurance 
scheme, subject to (a) a special method 
of meeting the cost of this provision, and 
(b) special pensions for prolonged dis- 
ability and grants to dependants in cases 
of death due to such causes. 

Separation of medical treatment from 
the administration of cash benefits, and 
the setting up of a comprehensive medical 
service for every citizen, covering all 
treatment and every form of disability 
under the supervision of the health 
departments. 

Transfer to the Ministry of Social 
Security of the remaining functions of 
local authorities in respect of public 
assistance, other than treatment and ser- 
vices of an institutional character. 

Transfer to the Ministry of Social 
Security of responsibility for the mainte- 
nance of blind persons, and the framing of 
a new scheme for maintenance and wel- 
fare by co-operation between the Min- 
istry, local authorities, and voluntary 
agencies. 


Ministry of Social Security and 
_ Authorities (Paras. 161-165) 

The Poor Law, founded originally on 
the obligation of every parish to prevent 
destitution, was, until comparatively 
recently, the basic service for meeting 
need. But during the past 40 years there 
has been a strong trend away from the 
Poor Law and in favour of contributory 
State insurance and assistance adminis- 
tered on a national basis. The proposals 
in this Report (extending State insurance 
to new classes and new needs, raising 
rates of benefit, and prolonging the 
period of benefit) will considerably 
reduce the scope both of public assis- 
tance and of the Assistance Board. There 
can be no case for maintaining two or 
more large organizations performing 
precisely the same functions (payment of 
assistance according to needs) in respect 
of a reduced and declining number of 


recipients. It is therefore proposed that 
there should be one authority adminis- 
tering assistance on the basis of a uniform 
means test. It is essential to the logic 
and aims of the Plan of Social Security 
that this authority should be national and 
part of the Ministry of Social Security. 

It is clear that the administration of 
the Ministry of Social Security must be 
decentralized, so that its local officers are 
in intimate torch with the problems and 
circumstances in their localities. This can 
be secured without making these officials 
servants of and subject to the control of 
the local authority. The present impor- 
tant function of the relieving officer of 
giving relief in cases of sudden and urgent 
necessity wiil in future have to be per- 
formed by the equivalent local officer 
of the Ministry of Social Security. There 
is no diificulty in practice in arranging 
for local administration by local officials 
of a central department. But to make 
such officials servants of the local 
authority means either that the local 
authority has discretion in spending 
money to which it does not contribute 
in any way and in which, therefore, it 
has no motive to economize, or that it 
has no discretion, in which case the local 
authority becomes an agent without 
responsibility. It is neither desirable for 
the strength of local democracy that local 
authorities should have to administer a 
service without discretion and according 
to detailed rules, nor compatible with a 
national minimum and a national Plan 
of Social Security that people should be 
given assistance according to a scale and 
conditions which vary from place to 
place. 

The abolition of the Poor Law will 
still leave in the hands of local authorities 
the important and growing task of 
organizing and maintaining institutions of 
various kinds for treatment and welfare. 
In view of the increasing number of old 
persons there is probably considerable 
scope for experimentation with and 
development of services concerned with 
the recreation and welfare of the old, 
including special housing facilities. The 
domiciliary Poor Law Medical Service 
will presumably be merged into the com- 
prehensive health service which is As- 
sumption B of the Report, and in which 
local authorities will continue to play a 
very important part. Local authorities 
also will have a vital part to play in the 
other fields of social welfare, such as 
housing, education, and the recreative 
and cultural services. But these services 
will not be provided as part of the Poor 
Law. The Poor Law code will, it is 
proposed, be abolished. The many-sided 
activities of local authorities in relation 
to social security wil! be organized either 
as part of the different main social 
services, under the appropriate commit- 
tees for public health, education, and 
so forth, or under a _ special social 
welfare committee concerned with or co- 
ordinating such cash-aid functions as rent 
rebates, or cheap or free school meals. 
to which a single means test would be 
applied. 
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The proposal in the Report, in accord 
with the views expressed by the English 
local authorities, is that responsibility 
for assistance should be transferred to 
the Ministry of Social. Security, while 
provision for institutions will in general 
remain with the local authorities, who 
will be empowered to give cash payments 
which are incidental to institutional 
treatment. The precise dividing line and 
the details of the transfer, including the 
consequential financial adjustments, will 
have to be worked out in consultation 
with the local authorities. But one thing 
is clear: there will be need for continu- 
ous and friendly collaboration between 
the proposed Ministry of Social Security 
and the local authorities. Both central 
and local government have in_ their 
different ways a contribution to make to 
the future security and welfare of the 
people of this country. 


Transfer of Functions to Ministry of 
Social Security (Paras. 171-175) 

The precise form of departmental 
organization to be adopted for adminis- 
tration of social security cannot ‘e 
determined finally without reference to 
the general organization of the work of 
the Government. There will clearly, 
however, be a considerable transfer of 
functions from other Departments to the 
proposed new Ministry of Social Security 
—e.g., (1) Assistance Board ; (2) Customs 
and Excise Department: non-contributory 
pensions ; (3) Ministry of Labour and 
National Service: unemployment benefit, 
employment services; the Ministry of 
Labour and National Service will con- 
tinue to deal with labour questions 
generally, including training, for which it 
will provide institutions and post-medical 
rehabilitation. There must be co-operation 
between the Ministry of Social Security 
and Departments responsible for adminis- 
tration of the Mines and Factory Acts 
and the prevention of accident and 
disease ; (4) Ministry of Health: health 
insurance ; (5) Home Office: workmen’s 
compensation. 

The Ministry of Social Security will 
not be responsible for medical treatment, 
which will fall within the sphere of the 
Health Departments, but there will be a 
joint committee of the Ministry of Social 
Security and of all Departments con- 


cerned in health and welfare for pro-. 


motion of measures designed to prevent 
disease and reduce the burden on the 
Social Insurance Fund. 


Estimate of Expenditure (Paras. 268-271) 

The expenditure on health and rehabili- 
tation services is estimated at £170,000,000 
in 1945 and the same in 1965. The Report 
states that the figure given for the cost 
of the health and rehabilitation services 
is a very rough estimate requiring further 
examination. No change is made in this 
figure as from 1945 to 1965, it being 
assumed that there will actually be some 
development of the service, and as a con- 
sequence of this development a reduction 
in the number of cases requiring it. The 
estimate assumes that hospital treatment 
with all other treatment is included in the 
health service in virtue of the compulsory 
social insurance contribution—that is, 
without further voluntary contributions 
or charge on treatment ; this proposal is 
subject to the further inquiry suggested 
in para. 437. , 


Taxation and Contributions (Paras. 
272-280) 
On the suggestion that social security 
should be financed only by taxation the 


Report says: The suggestion is put, or 
can be put, in two alternative forms. 
One is that social security should be 
financed wholly from general taxation— 
that is, should become completely and 
formally non-contributory. The other is 
that social security should be financed by 
particular taxes assigned to this purpose. 
This suggestion in either of its forms 
breaks with the contributory principle, 
and logically, as is seen by some of its 
advocates, involves dropping the term 
“ insurance.” The advantages that can be 
claimed for the second form of this 
suggestion over the first form are that it 
maintains some connexion between paying 
and receiving, and may make it possible 
to widen the basis of taxation. It might, 
for instance, appear easier to reconcile 
wage-earners to income tax if the pro- 
ceeds were earmarked for some purpose 
in which wage-earners had a_ personal 
interest, just as at one time a tax on 
petrol was introduced specifically to im- 
prove roads for the users of vehicles 
driven by petrol. But the arguments 
against assignment of taxes to particular 
purposes are strong; assignment is a 
method rightly unpopular with those who 
have responsibility for framing the 
general budget, and it is difficult to 
believe that it could prudently be applied 
to any part of a tax so fundamental as 
income tax. Moreover, as the experience 
of the Road Fund shows, there is no 
assurance that the earmarking of a tax 
to its original purposes will be respected. 
But it is unnecessary. here to discuss the 
relative advantages or disadvantages of 
the two forms of the suggestion to 
abandon insurance contribution entirely 
in favour of taxation according to 
capacity. From the point of view 
adopted in this Report and advocated by 
the great majority of the organizations 
and persons who gave evidence to the 
committee, the suggestion involves a de- 
parture from existing practice for which 
there is neither need nor justification and 
which conflicts with the wishes and 
feelings of the British democracy. The 
scheme of social insurance which forms 
the centre of the Plan for Social Security 
is based on maintenance of the contribu- 
tory principle—that is to say, of the 
principle that a material part of the total 
cost of maintaining income under the 
plan shall be met from moneys con- 
tributed by citizens as insured persons, 
on the basis of each individual paying 
the same contribution for the same rate 
of benefit. Contribution means that in 
their capacity as possible recipients of 
benefit the poorer man and the richer 
man are treated alike. Taxation means 
that the richer man, because of his 
capacity to pay, pays more for the general 
purposes of the community. These 
general purposes may, and in practice 
they must, include bearing a part of the 
cost of social security ; if security is to 
be based on the contributory principle, 
= cannot include bearing the whole 
cost. 

As regards division of the joint con- 
tribution in Class 1 between insured 
persons and their employers, the view 
taken here is that it is reasonable for the 
cost of unemployment, of disability other 
than that covered by industrial levy in 
industries scheduled as hazardous, and of 
retirement pensions and widowhood to 
be divided equally between the two 
parties, for employers to continue to 
make a contribution towards the cost of 
medical treatment for their employees, 
for the insured persons to be charged 
with funeral, marriage, and maternity 


grant and the bulk of the insurance con- 
tributions for medical treatment. 


Social Policy (Para. 409) 


Any plan for social security in the 


narrow sense assumes a concerted social 
policy in many fields, most of which it 
would be inappropriate to discuss in this 
Report. The plan proposed here involves 
three particular assumptions so closely 
related to it that brief discussion is 
essential for understanding of the plan 
itself. These are the assumptions of 
children’s allowances, of comprehensive 
-health and rehabilitation services, and of 
maintenance of employment. After these 
three assumptions have been examined, 
general questions are raised as to the 
practicability of taking freedom from 
want as an immediate post-war aim and 
as to the desirability of planning recon- 
struction of the social services even in 
war. 


Health and Rehabilitation Services 
(Paras. 426-439) 

426. The second of the three assump- 
tions has two sides to it. It* covers a 
national health service for prevention and 
for cure of disease and disability by 
medical treatment; it covers rehabilita- 
tion and fitting for employment by treat- 
ment which will be both medical and 
post-medical. Administratively, realiza- 
tion of Assumption B on its two sides 
involves action both by the Departments 
concerned with health and by the Minis- 
try of Labour and National Service. 
Exactly where the line should be drawn 
between the responsibilities of these De- 
partments cannot, and need not, be 
settled now. For the purpose of the 
present Report the two sides are com- 
bined under one head, avoiding the need 
to distinguish accurately at this stage 
between medical and post-medical work. 
The case for regarding Assumption B as 
necessary for a satisfactory system of 
social security needs little emphasis. It 
is a logical corollary to the payment of 
high benefits in disability that determined 
efforts should be made by the State to 
reduce the number of cases for which 
benefit is needed. It is a logical corollary 
to the receipt of high benefits in dis- 
ability that the individual should recog- 
nize the duty to be well and to 
co-operate in all steps which may lead 
to diagnosis of disease in early stages 
when it can be prevented. Disease and 
accidents must be paid for in any case, 
in lessened power of production and in 
idleness, if not directly by insurance 
benefits. One of the reasons why it is 
preferable to pay for disease and acci- 
dent openly and directly in the form of 
insurance benefits rather than indirectly 
is that this emphasizes the cost and 
should give a stimulus to prevention. As 
to the methods of realizing Assumption B, 
the main problems naturally arise under 
the first head of medical treatment. Re- 
habilitation is a new field of remedial 
activity with great possibilities but re- 
quiring expenditure of a different order 
of magnitude from that involved in the 
medical treatment of the nation. 

_ 427. The first part of Assumption B 
is that a comprehensive national health 
service will ensure that for every citizen 
there is available whatever medical treat- 
ment he requires, in whatever form he 
requires it, domiciliary or institutional, 
general, specialist, or consultant, and will 
ensure also the provision of dental, 
ophthalmic, surgical appliances, 
nursing and midwifery, and rehabilitation 
after accidents. Whether or not payment 
towards the cost of the health service is 
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included in the social insurance contribu- 
tion, the service itself should (1) be 
organized, not by the Ministry concerned 
with social insurance, but by Departments 
responsible for the health of the people 
and for positive and preventive as well 
as curative measures; (2) be provided 
where needed without contribution con- 
ditions in any individual case. 

Restoration of a sick person to health 
is a duty of the State and the sick person, 
prior to any other consideration. ‘The 
assumption made here is in accord with 
the definition of the objects of medical 
service as proposed in the Draft Interim 
Report of the Medical Planning Com- 
mission of the British Medical Associa- 
tion: ‘ (a) to provide a system of medical 
service directed towards the achievement 
of positive health,’ the prevention of 
disease, and the relief of sickness ; (b) to 
render available to very individual all 
necessary “medical services, both general 
and specialist, and both domiciliary and 
institutional.” 

428. Most of the problems of 
organization of such a service fall outside 
the scope of the Report. It is not 
necessary to express an opinion on such 
questions as free choice of doctor, group 
or individual practice, or the place of 
voluntary and public hospitals respec- 
tively in a national scheme. It is not 
necessary to express an opinion on the 
terms of service and remuneration of 
doctors of various kinds, of dentists, and 
of nurses, except in so far as these terms 
may affect the possibility of diminishing 
and controlling sickness and so may affect 
the finances of the Social Insurance Fund. 
Once it is accepted that the administration 
of medical treatment shall be lifted out 
of social insurance to become part of a 
comprehensive health service, the ques- 
tions that remain for answer in_ this 
Report are, in the main, financial. Shall 
any part of the cost of treatment, and if 
so what part, be included in the com- 
pulsory insurance contribution? But, 
though that question is in itself financial, 
the answer to it may affect the organiza- 
tion of the service and may therefore 
depend in part upon views as to 
organization. 

429. In dealing with this financial 
question it is desirable to consider 
separately domiciliary treatment, institu- 
tional treatment, special services like 
dental and ophthalmic treatment, and 
subsidiary services such as supply of 
medical or surgical appliances, nursing, 
and convalescent homes. 

430. Domiciliary treatment is now 
paid for by persons subject to health 
insurance, for themselves by compulsory 
contributions, for dependants either by 
a charge for treatment when it is given, 
or, more rarely, by voluntary contribution 
through associations for public medical 
service. There is no obvious reason, 
apart from a desire to keep the insurance 
contribution as low as possible, why 
insured persons should be relieved of this 
burden wholly in order that they may 
bear it as tax-payers. If importance 
attaches to preserving the contributory 
principle for each benefit, it attaches also 
to contribution for medical treatment. 
There appears to be a case for including 
part of the cost of domiciliary treatment 
in the insurance contribution. This means 
that a proportion of the receipts of the 
Social Insurance Fund would be paid by 
the Fund to the Health Departments as 
a grant towards the cost of the medical 
service. The administration of this 
money would rest with the Health 


Departments. 


431. But one consequence of this sug- 
gestion has to be noted. The Report 
proposes a compulsory social insurance 
scheme without income limits. Its con- 
tributing Classes 1, 2, and 4, though they 
pay different contributions according to 
the cash benefits for which they insure, 
are not income classes; each contains 
rich and poor. Any contribution for 
medical treatment must apply to all these 
classes, to every one in each of. them, and 
must cover their dependants in Class 3 
(housewives) and Class 5 (children). If 
a contribution for medical treatment is 
included in the insurance contribution, 
contributions will cover, not 90% of the 
population (the present insured persons 
and their dependants), as is assumed in 
the Draft Interim Report issued by the 
Medical Planning Commission, but 100% 
of the population. This will not, of itself, 
put an end to private practice. Those 
who have the desire and the means will 
be able to pay separately for private 
treatment, if the medical. service is 
organized to provide that, as they may 


pay now for private schooling, though 


the public education system is available 
for all. But no one will be compelled 
to pay separately. The possible scope of 
private general practice will be so re- 
stricted that it may not appear worth 
while to preserve it. If, therefore, it is 
desired to preserve a substantial scope 
for private practice and to restrict the 
right to service without a charge on treat- 
ment to persons below a certain income 
limit, it will not be possible to include 
a payment for medical service in an 
insurance contribution which ail are 
required to pay irrespective of income. 
432. Institutional treatment is not in- 
cluded in the present health insurance 
contribution except to a small extent as 
an additional benefit. It is obtainable 
by any citizen in a public hospital subject 
to recovery of the cost—that is to say, 
to payment according to his means, or 
free if he has no means. It is obtainable 
in a private hospital, as a rule, either in 
virtue of previous voluntary contribution 
through a hospital contributory scheme, 
or on payment according to means as 
agreed with the hospital almoner. The 
growth of hospital contributory schemes 
in the years just before this war has been 
remarkable. They are stated to cover 
now more than 10,000,000 wage-earners, 
and they produce more than £6,500,000 
a year for the voluntary hospitals ; the 
cost of collecting this money is put at 
about 6% ; in London and some other 
parts of the country contribution to a 
hospital saving association qualifies the 
contributor for free treatment either in 
a voluntary hospital or in a_ public 
hospital as may best suit his case. The 
Ministry of Labour Family Budgets in 
1937-8 showed an average payment to 
hospital saving’ associations of 34d. a 
week in every industrial household and 
3d. a week in every agricultural house- 
hold. British people are clearly ready 
and able to pay contributions for institu- 
tional treatment. Should a payment for 
this purpose be included in the com- 
pulsory insurance contribution and be 
passed on as a grant from the Social 
Insurance Fund to the Health Depart- 
ments towards the maintenance of the 
institutions? The answer to this financial 
question, like the answer to the similar 
question as to domiciliary treatment, in- 
volves problems of organization as well 
as finance. If a payment for institutional 
treatment is included in the compulsory 
insurance contribution, there will be little 
or nothing left for which people can be 


asked to contribute voluntarily, and an 
important financial resource of the volun- 
tary hospitals will come to an end. It 
will then be for the Health Departments 
to use the grant that they will receive | 
from the Social Insurance Fund in what- 
ever way best fits their hospital policy. 
If it is not included, people of limited 
means will have the choice, as at present, 
of contributing voluntarily beforehand or 
of paying at the time of treatment 
according to means. 

433. The main considerations relevant 
to the choice between these alternatives 
are: 

(1) The importance of securing that 
suitable hospital treatment is available 
for every citizen and that recourse to it, 
at the earliest moment when it becomes 
desirable, is not delayed by any financial 
considerations. From this point of view 
previous contribution is the ideal, better 
even than free service supported by the 
tax-payer. People will take what they 
have already paid for without delay when 
they need it, and they pay for it more 
directly as contributors than as tax- 
payers. But it can be argued that, under 
the present system, people do not in 
practice delay taking hospital treatment 
when they need it; their general practi- 
tioner will advise going to hospital as 
soon as it becomes necessary, and if they 
are not voluntary contributors they will 
be asked to pay only according to their 
means. It is possible that the main 
practical reasons which now delay re- 
course to hospital after it has become 
desirable are not difficulties about paying 
for the treatment, but either (a) deficiency 
of accommodation or (b) unwillingness 
or inability to give up work or household 
duties in order to be treated. 

(2) Hospital policy, particularly in 
relation to the place of ” voluntary 
hospitals, the terms of service and pay 
of their staffs, and the desirability or the 
reverse of allowing arrangements where- 
by individuals, whether through member- 
ship of a voluntary association or by 
special payment, can get choice of 
specialists or hospitals or special treat- 
ment in them. 


(3) Financial policy, and particularly 
the question of the optimum size of the 
insurance contribution and of the Secur- 
ity Budget in relation to the ordinary 
budget. 


434. A minor question in the relations 
of the social insurance scheme and the 
finance of hospitals is whether persons in 
receipt of disability benefit on entering 
an institution should be. required to make 
any payment towards the cost of their 
board as “hotel expenses.” With the 
small benefits provided by National 
Health Insurance hitherto, this question 
could hardly be raised. But if the social 
insurance scheme is to provide benefits 
in future designed to cover the food and 
fuel requirements of the insured person 
and his dependants, it may appear reason- 
able that, while such a person is getting 
his food and fuel in a hospital and not in 
his home, the money provided for that 
purpose should be directed to the hospital. 
The point is not perhaps of great impor- 
tance to the finance of institutional 
treatment ; a sum of, say, 10s. a week 
is the most that could fairly be regarded 
as saved in the home by the tempora 
absence of the insured person in hospital. 
But if it appears equitable to make such 
a charge, it may be expedient to make 
it, if only in order to avoid making it 
appear profitable to the patient to stay 
in the hospital when he could go home. 
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435. Dental and ophthalmic treatment 
and appliances are now overwhelmingly 
the most popular of the additional treat- 
ment benefits under National Health 
Insurance. That is to say, they are being 
paid for in part by compulsory contribu- 
tions and for the rest mainly by a charge 
when treatment is given. There is a 

neral demand that these services should 

come statutory benefits available to all 


under health insurance. There appears to 


be ground for regarding a development 
of preservative dental treatment as a 
measure of major importance for improv- 
ing the health of the nation. This 
measure involves, first, a change of popu- 
lar habit from aversion to visiting the 
dentist till pain compels, into readiness 
to visit and be inspected periodically ; it 
involves, simultaneously with creation by 
these means of a demand for a larger 
dental service, the taking of steps to 
organize a larger supply of the service. 
That the insurance title to free dental 
service should become as universal as that 
to free medical service is not open to 
serious doubt. The only substantial dis- 
tinction which it seems right to make 
is in the supply of appliances. To ensure 
careful use, it is reasonable that part of 
the cost of renewals of dentures should 
‘be borne by the person using them. This 
might possibly be extended to the original 
supply. The same holds true of optical 
appliances. 

436. Surgical appliances, convalescent 
homes, and nursing are less widely pro- 
vided as additional benefits, but are 
essential to a comprehensive health 
service. Decision as to making these 
subsidiary services contributory or non- 
contributory for the individual depends 
on the line taken in regard to the major 
problems of domiciliary and institutional 
treatment.* It is reasonable that insured 
persons should contribute something for 
such services, as they have shown them- 
selves able and willing to do in the past ; 
in regard to appliances of all kinds, the 
terms of supply and renewal must be 
such as to give an incentive to careful 


use. But it would be anomalous to. 


require compulsory contributions for 
special and subsidiary purposes if the 
main services were non-contributory. 
437. This review of some of the 
problems involved in establishing a com- 
prehensive medical service makes clear 
that no final detailed proposals, even as 
to the financial basis of this service, can 
be submitted in this Report. It suggests 
the need for a further immediate investi- 
gation, in which the finance and the 
organization of medical services can be 
considered together, in consultation with 
the professions concerned and with the 
public and voluntary organizations which 
have established hospitals and _ other 
institutions. From the standpoint of 
social security, a health service providing 
full preventive and curative treatment of 
every kind to every citizen without excep- 
tions, without remuneration limit, and 
without an economic barrier at any point 
to delay recourse to it, is the ideal plan. 
It is proposed accordingly that, in the 
contributions suggested as part of the 
Plan for Social Security, there shall be 
included a payment in virtue of which 
every citizen will be able to obtain 
whatever treatment his case requires, at 
home or in an institution, medical, dental, 
or subsidiary, without a treatment charge. 
It is proposed that the sums derived from 
these payments shall be transferred to the 
Department or Departments concerned 
with the organization of the health service 
to most part—it can only be part—of the 


total cost. But these proposals are pro- 
visional only, subject to review ih the 
light of the further — suggested, in 
which organization and finance can be 
dealt with together. The primary interest 
of the Ministry of Social Security is not 
in the details of the national health ser- 
vice or in its financial arrangements. It 
is in finding a health service which will 
diminish disease by prevention and cure, 
and will ensure the careful certification 


needed to control payment of benefit at. 


the rates proposed in this Report. 
438. Assumption B covers not only 


medical treatment in all its forms but also 


post-medical rehabilitation. In regard to 
the latter, as in regard to the former, it 
would be inappropriate here to discuss 
details of organization. During the 
preparation of this Report the practical 
problems of rehabilitation have been 
under consideration by the Departments 
concerned, and it is hoped that practical 
measures will follow. Rehabilitation is 
a continuous process by which disabled 
persons should be transferred from the 
state of being incapable under full 
medical care to the state of being pro- 
ducers and earners. This process requires 
close co-operation between the Health De- 
partments and the Department concerned 
with employment—that is to say, the 
Ministry of Labour and National Service. 
Whether this co-operation can be secured 
best by the setting up of an executive 
organ representative of both sides or by 
allocation of specific duties to each De- 
partment is a problem of departmental 
organization on which it would be in- 
appropriate here to express an opinion. 
It is sufficiznt to put forward three general 
propositions : 

(a) That rehabilitation must be con- 
tinued from the medical through the 
post-medical stage till the maximum of 
earning capacity is restored, and that a 
service for this purpose should be avail- 
able for all disabled persons who can 
profit by it irrespective of the cause of 
their disability. 

(b) That cash allowances to persons 

receiving rehabilitation service should be 
the same as training benefit, including 
removal and lodging allowances where 
required. 
. (c) That the contributions paid by in- 
sured persons should, as in the case of 
medical treatment, qualify them for re- 
habilitation service without further pay- 
ment. 

It will be consistent with the proposals 
made here to include part of the cost 
of post-medical rehabilitation of men 
injured in scheduled hazardous industries 
in the industrial levy of these industries 
—that is to say, to: add a contribution 
towards the cost of this service to the 
amount of the levy. 


ACTUARY’S MEMORANDUM 


Contribution Rates (Para. 34) 

The rates of contribution proposed to 
be paid for all classes include a con- 
tribution towards the cost of health ser- 
vices—namely, 10d. for an adult man and 
8d. for an adult woman, with reduced 
sums of 8d. for a young man aged 
between 18 and 21, and 6d. for young 
persons aged between 16 and 18 and 
young women aged between 18 and 21. 
In all these contributions the employer's 
share has been taken as 14d., this being 
approximately the contribution which 
employers now pay towards the medical 
benefit of their employees under the 
present National Health Insurance 
scheme. 


Health and Rehabilitation Services 
(Paras. 61-64) 


61. The second of the three assump- 
tions stated in the Report to be essential 
to the institution of the Plan of Social 
Security is: comprehensive health and 
rehabilitation services for prevention and 
cure of disease and restoration of capacity 
for work, available to all members of the 
community. The general principles under- 
lying this assumption are given in 
Part VI of the Report, but it is there 
indicated that most of the problems of 
organization in such a service fall outside 
the scope of the Report. The cost of 
such a comprehensive scheme clearly can- 


not be estimated with precision until the - 


proposals have taken more definite shape. 
It is proposed that.the cost should be 
defrayed out of public funds, subject to 
a substantial grant-in-aid from the Social 
Insurance Fund. 

62. As indicated in para. 34, the sum 
available for allocation out of the con- 
tributions at the rates proposed is 10d. 
a week for each adult male contributor 
in Class 1, 2, or 4, and 8d. for each 
adult woman in these classes, the corre- 
sponding rates for contributors under age 
21 being 6d. for a boy under age 18, 
8d. for a young man of 18 and under 21, 
and 6d. for a girl or young woman under 
age 21. I estimate that the annual income 
from contributions at the rates stated will 
amount to about £40,000,000 in 1945. 
On the basis described in para. 34 relating 
to the division of the total contributions 
in Class 1 between employers and 
workers, it is estimated that about 
£6,000,000 will be paid by employers, 
about £26,000,000 by employees in Class 
1, and the remainder, about £8,000,000, 
by contributors in Classes 2 and 4. 

_ 63. While, as indicated above, a pre- 
cise estimate cannot be framed of the 
gross cost of a comprehensive scheme of 
the services in question, it is essential 
at the present stage, in order to measure 
broadly the liabilities of the Exchequer 
and other parties arising under the Social 
Security Plan as a whole, to include an 
estimate in the Social Security Budget, 
where the expenditure arising among the 
various heads is brought together. After 
consultation with the Ministry of Health 
and the Department of Health for Scot- 
land, a round figure of £170,000,000 a 
year has been taken as a suitable measure 
for this purpose. Assuming a grant-in- 
aid from insurance contributions of 
£40,000,000, the net annual cost to public 
funds would thus be in the neighbour- 
hood of £130,000,000, or rather over 
three-quarters of the total expenditure. 

_ 64. In view of the fundamental changes 
involved in the substitution of a compre- 
hensive health service, covering the whole 
population of all ages, for the present 
arrangements under which, apart from 
the medical benefit provided for the 
insured persons themselves, but not their 
dependants, under the National Health 
Insurance scheme on the one hand and 
the various public health services on the 
other, medical treatment is secured under 
private arrangements, it is not thought 
appropriate in the present memorandum 
to attempt a financial comparison of the 
two systems. In considering, however, the 
proposed charge on public funds it is 
necessary to have regard to the existing 
charges on the national and local: ex- 
chequers in regard to analogous services. 
Before the war the charges on public 
funds for the services in question may 
be put at about £45,000,000 to £50,000,000. 
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and for increased prices, it is thought 
appropriate for comparative purposes to 


put the cost of the existing services at 


about £60,000,000 in a post-war year. 
The net increase in the cost to public 
funds is thus of the order of £70,000,000. 


INSURANCE ACTS COMMITTEE 
OF THE B.M.A. 

A “ Beveridge ” Special Conference ? 
A meeting of the Insurance Acts Com- 
mittee was held on Jan. 21, under the 
chairmanship of Dr. E. A. Gregg. Dr. 
T. H. Bates of Newcastle was elected to 


- fill a vacancy on the Committee, and 


Dr. C. H. Gregory of Rugby and Dr. 
F. A. Roper of Exeter were welcomed as 
new members. 

One of the principal purposes of the 
meeting was to discuss certain aspects of 
the Beveridge Report, in particular the 
assumption that the medical service en- 
visaged under the scheme will cover the 
entire population, not 90% (the present 
insured persons and their dependants) as 
is assumed in the draft interim report 
issued by the Medical Planning Com- 
mission. It was deemed to be the more 
urgent to arrive at some expression of 
opinion on this point in view of the 
resolution of the recent Annual Panel 
Conference declaring for 90%. It was 
decided that a special conference should 
be called, perhaps jointly—subject, to 
the decision of the Council of the Asso- 


-ciation—with a Special Representative 


Meeting. 


Capitation Fee: Answer to Deputation 


The Committee received a report of 
a farther interview which an appointed 
deputation had had with the Minister of 
Health to press the case for a wartime 
increase in the capitation fee in view of 
additional work and shift of insurance 
risk. The Minister had refused the re- 


- quest, stating that increased work was 


taken into consideration when his pre- 
vious decision was announced last Octo- 
ber. It was contrary to Government 
policy to recognize additional work as 
establishing a case for a war bonus. 
Postponement of payment by way of 
post-war credit, which had been sug- 
gested as an alternative, did not affect 
the general principle which the Govern- 
ment had felt bound to adopt. On an- 
other point which the deputation had 
strongly pressed—namely, the advantage 
of the Protection of Practices Scheme as 
an aid to recruitment of doctors for the 
Forces—the Minister, while recognizing 
the importance of the scheme, did not 
feel that this again afforded ground for 
an alteration in the Government’s general 
policy. 

It was the feeling of the Committee 
that, faced with this final refusal, the only 
recourse was to make the public aware of 
the fact that doctors were giving a large 
amount of additional service and in- 
curring a perpetually heavier obligation 
while they were refused any recognition 
of it in the form of payment, present or 
prospective. In this connexion an interim 
report of the Organization Subcommittee 
was opportunely presented. It contained 


‘several recommendations, which were 


agreed to, for stimulating the formation 
of group committees, covering a number 


of Panel Committees in adjacent areas, . 


together with such organization of areas 
that the views of every insurance practi- 
tioner can be ascertained in the shortest 
possible time, and every practitioner can 


be informed, with equal expedition, of 
what his colleagues in general are think- 
ing, and of what is proposed locally and 
at headquarters. It was also agreed to 
prepare in leaflet form for distribution to 
practitioners a statement of the method 
of election of the Insurance Acts Com- 
mittee. The Committee is as democratic 
a piece of machinery as was ever in- 
vented, but democracy is largely thwarted 
if the enfranchised do not know how the 
machinery works. 


More Publicity 


A matter further considered was the 
means which would ensure the regular 
presentation in Parliament of the views 
of the profession, and advance informa- 
tion of any intended Parliamentary action 
in matters in which the profession is con- 
cerned. The sponsoring of the candida- 
ture of a medical man for the House of 
Commons was regarded as the most use- 
ful method. It was felt also that it was 
advisable to revive the public relations 
department, which had been in suspense 
in wartime, the cost to be shared by the 
National Insurance Defence Trust and 
the British Medical Association. A pro- 
posal was made at the Annual Confer- 
ence that an association of insurance 
practitioners should be formed, the mem- 
bership and administration to be con- 
fined to those engaged in panel practice, 
but this was turned down alike by the 
Organization Subcommittee and the. In- 
surance Acts Committee, whose policy is 
strongly against separatism or what may 
be called adjectivism ” in the descrip- 
tion of membérs of the profession. 

The Deputy Secretary made a report 
on a discussion with representatives of 
the Ministry of Health with regard to 
payment for medical treatment of mem- 
bers of H.M. Forces who have been dis- 
charged on medical grounds. He said 
that it was proposed to pay for such 
patients 16s. 6d. per annum, exclusive of 
drugs and mileage—in other words, this 
amount must be compared with the ordi- 
nary capitation fee of 9s. 9d. 


BEQUESTS FOR MEDICAL CHARITY 


Two generous bequests to the B.M.A. 
for medical charity were considered at 
the last meeting of its Executive Com- 
mittee. The late Dr. B. R. Rygate be- 
queathed £500 to the Association for this 
purpose, in addition to making a similar 
bequest to the Royal Medical Benevolent 
Fund ; while the late Dr. T. Connel Craig 
left a one-third share of his residuary 
estate, the total value of which is 
approximately £20,000, to the Associa- 
tion’s Charities Trust Fund. It has been 
decided to add the names of Dr. Rygate 
and Dr. Craig to the list of Benefactors 
of the Association which is displayed at 
B.M.A. House. 

Members who wish to include in their 
wills legacies for medical charity and 
who prefer that the money should be paid 
to the Association and handed over, at 
its discretion, for administration by one 
or more of the benevolent funds of the 
profession, are asked to note that such 
legacies should be bequeathed to the 
Charities Trust Fund of the Association, 
which is not itself a medical charity but 
merely a_ collecting and distributing 
agency. On the other hand, when a 
member wishes to benefit a particular 
medical charity he should arrange for 
that charity to be named correctly in his 
will. Such vague descriptions as “ the 


benevolent fund of the British Medical 
Association”’ are liable to lead to con- 
fusion as to the intention of the testator, 
and much difficulty will be avoided if 
exact titles are given. mS 


FEES FOR NATIONAL DEPOSIT FRIENDLY 
SOCIETY MEMBERS 


It will be recalled that the Council of the 
B.M.A. in 1941 recommended general 
practitioners to increase their private 
fees, including contract fees, by not less 
than 20%, and discussions have recently 
taken place with the National Deposit 
Friendly Society with a view to securing 
an increase in the fees paid by this society 
for the medical treatment of its members. 
The society agreed that there was justifica- 
tion for an increase in medical charges, 
but maintained that the scale of benefit 
allowed to its members was not intended 
necessarily to conform to the actual 
charges made by practitioners, although 
the scale was originally designed to be 
sufficient to satisfy the normal charges 
applicable to the working-class com- 
munity. The society pointed out that the 
scale of fees now paid was the maximum 
which its funds would at present allow. 

It was suggested to the society that 
there should be included in its scale of 
medical fees a statement that the fees 
paid by the society for the treatment of 
its members were “ grants-in-aid” only, 


and that they might have to be supple- - 


mented by the members themselves. The 
society agreed to amend its forms by 
substituting “scale of allowances to 
members ” for “scale of charges.” The 
General Practice Committee of the 
B.M.A. recommends members of the 
Association to accept the saciety’s scale 
of fees as a “ grant-in-aid ” towards the 
cost of medical treatment, charging 
ordinary private fees with a wartime 
increase of 20%. 


INCREASE IN FEES 


As a result of representations made by 


the General Practice Committee of the 
B.M.A. the following medical fees are 
announced : 

Ministry of Labour Trainees.—The 
Department has agreed to the following 
scale for treatment of trainees in respect 
of whom the Ministry accepts financial 
responsibility : ; 

(a) Doctor’s visit (to lodgings), with 
medicine (first and subsequent visits), 
5s.; (b) attendance at surgery, with 
medicine, 3s. 6d.; (c) doctor’s visit (to 
lodgings), with medicine, in urgent or 
dangerous cases between the hours of 
8 p.m. and 8 a.m., 10s. 6d. as 

Women’s Land Army.—The Ministry 
of Agriculture and Fisheries has agreed 
to pay a fee of 5s. for volunteers who 
are required to undergo medical examina- 
tion. 

N.A.A.F.1. — This corporation 
agreed to pay a fee of 5s. for the medical 
examination of candidates. 


Doctors are especially warned that under 
Board of Trade Regulations motor cars if 
used at any time for professional purposes, 


- even if now laid up, should be insured under 


the Business Scheme of the War Damage 
Act, 1941. They are not covered under the 
Private Chattels Scheme. This does not 


apply .to doctors serving in the Forces or _ 


holding full-time public appointments. The 
Medical Insurance Agency will be pleased to 
give all information and effect policies. 
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Correspondence 
— 


Industrial Medical Attendance 


Sir,—The letter from Dr. L. H. Eunson 
ge gy Jan. 9, p. 7) calls for a brief 
reply. The attention given by an indus- 
trial medical officer to his casualty cases 
varies greatly according to aptitude, faci- 
lities, and time available from many 
other claims, but the majority regard the 
care of these cases as the most important 
part of their job. He sees the patient 
from the time: of injury, has the advan- 
tage of a trained nursing staff, and is 
closely in touch with hospitals most suit- 
able for treatment of industrial injuries. 
Also his knowledge of the work to which 
the workman will return often means that 
he can conserve days and weeks of work- 
ing time, a factor of the utmost moment 
at present. The injured workman is 
quick to seize on the slightest variation 
of comment as he passes through the 
hands of panel, industrial, and com- 
pensation doctor, and there is much to 
be said for combining these multiple 
functions. 

The difficulties set forth are imaginary 
rather than practical, and disappear when 
an attitude of co-operation and under- 
standing is cultivated on both sides. To 
take the points raised: (a) Of course the 
patient must have an N.H.I. note. Most 
M.O.s use the green certificate provided 
by the B.M.A. This fulfils two func- 
tions : it can be stamped as a compensa- 
tion case by the employing firm admit- 
ting liability (a course which saves the 
patient being pestered by a long ques- 
tionary from his Society), and, in 
covering his stamps, commencement of 
incapacity is certified with exactitude. 
(b) Every workman clearly understands 
that he is free to consult his panel doctor 
at any time. The usual practice is to 
give him a note. The very fact that 
an industrial M.O. has assumed treat- 
ment of an injury is surely presumptive 
evidence that he is dealing with a com- 
pensation claim. (c) Few part-time men* 
can supervise follow-through treatment. 
The suggestion that, where they do so, 
they would use this zeal to feather their 
own nests is a little ungenerous and, I 
am sure, unjustified. I am afraid that 
I do not grasp the implications of 
Dr. Eunson’s last paragraph on “ex- 
emption from duty.”—I am, etc., 


Smethwick. A. H. Driver. 


Compensation for Civilian Doctors 


Smr,—The case of “ Dr. O.” quoted in 
the Supplement of Jan. 23 (p. 13) is surely 
a sad reflection on the inadequacy of the 
pension offered to the dependants of a 
hero killed while serving his country in 
a professional capacity. It is good to 
learn that, thanks to our Fund, his 
orphaned children will be suitably pro- 
vided for, but they owe no debt to any- 
one. On the contrary, the country as a 
whole is in their debt, and it is ridiculous 
for us to talk of social security while 
these two children mutely accuse the 
central authorities of a scandalous failure. 
—I am, etc., 


Gateshead. JAMES GRANT. 


*.* The B.M.A. has made repeated repre- 
sentations to the Government for higher 
pension rates for dependants of civilian 
doctors who lose their lives owing to 
action, but without success.—Ep., 


Views on the Panel Conference 


Sir,—At a recent meeting of the 
Somerset Local Medical and Panel Com- 
mittee my report on the Panel Confer- 
ence was received. My committee was 
of the opinion that the views expressed 
in this report would be of interest to 
other Local Medical and Panel Com- 
mittees who may be holding meetings at 
which the report of their own representa- 
tive will be received. 

The points brought out in my report 
were as follows. The attendance was 
very good considering the awful weather, 
and proves an increasing interest in 
medical politics. The agenda was again 
most unsatisfactory—three agendas, with 
112 resolutions, amendments, etc. This 
points to the fact that the agenda com- 
mittee does not do its work. Many of 
the amendments and even resolutions 
could have been cut cut if this com- 
mittee had got in touch with the local 
panel committees before the conference. 
If resolutions had to be in one clear 
month, and all amendments two clear 
weeks, before the Conference, it would 
allow many to be withdrawn before 
making up the final agenda, and would 
also give local panel committees time to 
instruct their representatives. It would 
also allow proper discussion of all 
resolutions on the Conference agenda. 
As a profession we are as ununited as 
ever, and still appear to have no wish to 
co-operate with other medical bodies 
against a common foe. Much too much 
time of the Conference was taken up by 
the chairman of the I.A.C, or by resolu- 
tions put forward by the. IA.C. at the 
expense of other resolutions put forward 
by local panel committees. The I.A.C. 
is beginning to alter its tone in its deal- 
ings with the Ministry of Health—a very 
healthy sign which wants encouraging. 

These views are expressed with the 
idea of increasing the value of the Panel 
Conference and not in any way to 
hamper the actions of the I.A.C——I am, 
etc., 

Williton. C. F. R. KILLick. 


B.M.A.: Branch and Division Meetings 
to be Held 
GLASGOW AND WEST OF SCOTLAND BRANCH.—At 
Institution of Engineers and Shipbuilders in Scotland, 
39, Elmbank Crescent, Glasgow, Wed., Feb. 10, 
3.30 p.m. Prof. J. M. Mackintosh: The Social 
Factor in Disease. 


B.M.A.: Meetings of Branches and Divisions 
VICTORIAN BRANCH 


Although the report for the year ending 
Dec., 1942, of the Victorian Branch of the 
B.M.A. and the Medical Society of Victoria 
is a much slimmer publication than usual, 
it reflects a very busy year with in- 
creased membership. Scientific meetings were 
held as follows: Aug., a symposium on 
“ Lymphogranuloma Inguinale,” at which 
the speakers were Dr. H. F. BetrinGer, and 
Lieut.-Col. W. . Capt. 

McDonaLp, and Lieut. H. JoHNsoN, of the 
U.S. Army; Sept., an address on ‘“ Food- 
stuffs and Feeding” by Col. Sir Stanton 
Hicks; Oct., the ninth Sir Richard Stawell 
Oration on “The Principles of Nerve 
Surgery as Taught by Research in Nerve 
Regeneration ” by Dr. Basit KILVINGTON; 
and Nov., the fourth Embley Memorial 
Lecture on “ Anaesthesia in Military Hos- 
itals ’’ by Lieut.-Col. W. B. Parsons of the 
Us. Army. The provision of medical men 
for the Forces engaged the close attention of 
the Branch Council during the year, and 
with the establishment of the Emergency 
Civil Medical Practitioner Service steps were 
taken to prepare lists of those doctors who 
could most readily be spared from civil prac- 
tice. Other matters considered by the 
Branch Council were the proposals of the 


Federal Council for a medical 
service for Australia (Medical Journal of 
Australia, Nov. 1, 1941) and of the National 
Health and Medical Research Council for 
the establishment of a salaried medical 
service (ibid., Aug. 16 and Dec. 20, 1941). 
Familiar notes are struck by references in 
the report to petrol rationing, election to 
Sa membership of doctors holding 
icences under the National Security (Alien 
Doctors) Regulations, and certification for 
sickness absence from work. The report also 
includes a 1tist of medical casualties among 
the members of the Branch; reference to 
these will be found in ‘* The Services ” 
column of the Journal. 


H.M. Forces Appointments 


ROYAL NAVY 

Surg. Cmdrs. J. C. Kelly, D.S.C., and A. C. 
Anderson have been placed on the retired list with 
the rank of Surg. Capt. 

RoyaL NAvAL VOLUNTEER RESERVE 

Prob. Temp. Surg. Lieuts. R. R. Wethered, A. 
Campbell, A. W. Hetherington, and J. MacDonald 
to be Temp. Surg. Licuts. 


LAND FORCES: EMERGENCY COMMISSIONS 

RoyaL ARMY MEDICAL Corps , 

War Subs. Capt. N. E. Challenger has relin- 

quished his commission on account of ill-health 
and is granted the honorary rank of Capt. 

Lieut. A. S. Craner has relinquished his com- 

mission on account of ill-health and retains his 


ROYAL AIR FORCE 

Temp. Squad. Ldrs. H. D. Conway, D. J. 
Sheeham, and J. B. Wallace to be War Subs. 
Squad. Ldrs. 

Royat AiR FORCE VOLUNTEER RESERVE 

Temp. Squad. Ldrs. H. A. Graham, D. M. 
Anderson, and J. G. L. Brown to be War Subs. 
Squad. Ldrs. 

Fl. Lieut. P. J. W. Mills has relinquished his 
commission on account of ill-health. 

Flying Officers J. Jones, D. H. Lambert, and 
J. L. Greaves to be War Subs. Fl. Lieuts. 

To be Flying Officers (Emergency): W..M. 
Bennett, E. J. Grierson, A. J. B. McFarland, 
J. C. C. Poole, A. McC. Russell, E. G. Saint, R. B. 
Tulk-Hart, A. C. Turner. - 


POSTGRADUATE NEWS 


The Fellowship of Medicine announces: (1) Week- 
end course in rheumatism at Rheumatic Unit, 
St. Stephen’s Hospital (L.C.C.) on Sat. and Sun., 
Feb. 27 and 28: (2) Revision course in anaes- 
thetics at Radcliffe Infirmary, Oxford, March 1§ 
and 26; (3) Clinical surgery, Sat., Feb. 27, 2.30 
p.m., at London Homoeopathic Hospital, ex- 
amination of cases and tutorial ; demonstration 
of cases every Wed. afternoon; (4) Fundus 
oculi demonstration (M.R.C.P.) Wed., March 3, 
1.30 p.m., at West End Hospital for Nervous 
Diseases, I.P. Dept.; (5) M.R.C.P. course in 
neurology, Tues. and Fri., 3 p.m., March 9 to 
April] 2 at West End Hospital for Nervous 
Diseases. Detailed syllabuses may be had from 
the Fellowship of Medicine. 
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FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W.— 
Brompton Hospital: Tues. and Thurs., 4.30 p.m. 
(limited to 6), M.R.C.P. course in chest diseases. 
London Homoeopathic Hospital : Wed. afternoon 
(limited to 6), Clinical surgery demonstration. 
National Hospital for Diseases of the Heart: 
Tues. and Wed., 10 a.m., Out-patient clinics. 


BIRTHS, MARRIAGES, & DEATHS 


BIRTHS 

APPLEYARD.—On Jan. 20, 1943, at the Buckingham 
Nursing Home, Leeds, to Jeanne (née Garner), 
wife of Flying Officer O. B. Appleyard, M.A.. 
M.B., B.Chir. (Cantab.), M.R.C.S., L-R.C.P., a 
son (Terence Neil). 

Massi£.—On Jan. 27, 1943, at Mayday Hospitai, 
Croydon, to Fl. Lieut. and Mrs. F. E. Massie. 
a daughter (Carol Ann). 

TeTTMaR.—On Jan. 26, 1943, at Danbury Park 
Maternity Home, to Betty, wife of Capt. Peter 
Tettmar, R.A.M.C. (over-seas), a son. 


DEATHS 
HunTer.—On Jan. 22, 1943, in India, as the result 
of an accident, Captain Fred Hunter, I.M.S., of 
7, The Steyne, Worthing, Sussex. . 
MACNIsH.—On Jan. 21, 1943, at Prestatyn Golf 
House, North Wales, David MacNish, M.A., 
M.D., J.P., in his 83rd year. Interred at 
Prestatyn, Saturday, Jan. 23. 
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